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General discussion  
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This thesis presents the development and evaluation of a community-based approach to 
promote health-related behaviour among older adults in Eastern Groningen, a 
socioeconomically disadvantaged community in the Netherlands. Unhealthy behaviours 
among these older adults negatively influence their health and quality of life, and may 
contribute to socioeconomic health differences. A community-based intervention was 
therefore developed, implemented, and evaluated to promote physical activity and healthy 
eating among this group. Their region is characterised by an ageing population, many 
people with low socioeconomic status (SES), and a prevalence of health problems relatively 
higher than in other regions in the Netherlands.1 This chapter summarises and explains the 





The first research objective in Chapter 2 was to identify sociodemographic, health-related, 
cultural, and psychological factors associated with physical activity among older adults in a 
socioeconomically disadvantaged rural area. The second objective was to assess whether 
the correlates of physical activity differed by SES. Therefore, we conducted a cross-sectional 
study among 244 older adults living in a municipality in Eastern Groningen. We found that 
having a partner and higher self-efficacy were associated with more total physical activity. 
More transport-related physical activity was related to younger age, reporting better 
physical fitness and being less happy to be a person from this region (cultural identity). More 
household-related physical activity was associated with being female, having no (paid) 
work, less physical fitness, and feeling less connected to this region. More leisure-time 
physical activity was related to being male, having a partner, better physical fitness, better 
overall health, being born and having lived in the region, being happy to be a person from 
this region, and feeling connected to the region. The associations between physical activity 
on the one hand and sociodemographic, health-related, cultural, and psychological factors 
on the other hand hardly differed between older adults with low and those with higher SES.   
The research objective in Chapter 3 was to describe the development of a 
community-based intervention aimed at promoting physical activity and healthy eating 
among older adults in Eastern Groningen. The intervention was developed using 
Intervention Mapping (IM), whereby evidence- and practice-based decisions are made to 
adapt the intervention to the problems of the target population. First, we performed a 
detailed assessment of the problem with health-related behaviour and its underlying 
individual and environmental determinants in older adults. We translated our findings into 
program and change objectives which targeted specific determinants, e.g., self-efficacy and 




social support, related to behavioural change in: physical activity, specifically activities of 
daily living (ADL) and leisure-time physical activity; healthy eating, specifically fruit and 
vegetable consumption; and the use of facilities. Then we selected theory-based methods 
and practical applications, resulting in a plan for adoption and implementation of the 
community-based intervention. In the final evaluation plan, we planned to assess the 
effectiveness of the implementation. This systematic and structured approach provided 
insight into the relationship between objectives, methods, and strategies used to achieve a 
multi-component intervention aimed at reaching and influencing the individual and creating 
a supportive environment.  
The research objective in Chapter 4 was to assess the short- and medium-term 
reach and effectiveness of the community-based intervention. In one region we used a 
quasi-experimental study design with an intervention group, and in an adjacent region with 
a comparable control group. The intervention included a local media campaign and 
environmental approaches; it was implemented during a three-month high-intensity 
period, followed by a six-month low-intensity one. The main outcome measures were 
changes in physical activity and healthy eating, which were assessed in both regions using 
validated instruments at baseline and at three and nine months follow-up. We found that 
the intervention reached a relatively large proportion of the population: 68% and 69% in 
the short and medium terms, respectively. However, the intervention yielded minor short- 
and medium-term effects on levels of physical activity and healthy eating in older adults. 
Only for transport-related physical activity significant effects were demonstrated, at three 
and nine months follow-up.   
The research objective in Chapter 5 was to evaluate the variation in effects of a 
community-based intervention among older adults by sociodemographic, psychosocial, and 
health-related variables. We found several types of moderators were for all outcome 
variables (except for total physical activity), but in particular for transport-related physical 
activity and fruit and vegetable consumption. Regarding sociodemographic characteristics, 
gender was a moderator for household-related physical activity, and educational level for 
transport-related physical activity and fruit and vegetable consumption. Self-efficacy, as a 
psychosocial variable, was a moderator for transport-related physical activity, leisure-time 
physical activity, and vegetable consumption. Concerning health-related variables, baseline 
levels of transport-related physical activity and fruit consumption were moderators for 
transport-related physical activity and fruit consumption, respectively. Adjusted for 
multiple testing, only three moderators persisted: educational level in relation to vegetable 
consumption, and baseline levels in relation to transport-related physical activity and fruit 
consumption. The findings suggest that the intervention works best for those for whom it 
was designed for, i.e., older adults who are less active and have a less healthy diet.  
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The research objective in Chapter 6 was to assess how combining a home 
healthcare intervention and a community-based intervention affected the health-related 
behaviours of independent-living older adults receiving home healthcare. We performed a 
pre- and post-test quasi-experimental study with two experimental groups and one control 
group. We found significant effects for the combined intervention, compared to the single 
intervention, on total and transport-related physical activity, at short term with small to 
medium effect sizes. However, these results disappeared on the medium term. We found 
no short- and medium-term intervention effects for changes in vegetable and fruit 
consumption. The short-term results suggest that the complex conditions for behavioural 
change were actually set by the interventions. Further study of the elements and processes 
contributing to this temporary effect is needed.   
 
 
Discussion of the main findings 
 
The main findings of the studies will be discussed in the following section, focusing on: the 
modest effectiveness of the community-based intervention, the effects of the combined 
home healthcare and community-based intervention, the reach and impact of the 
intervention and contributing core components, and finally, the role of the Academic 
Collaborative Centre for Home Healthcare.  
 
Systematic development of the intervention, but minor effects 
Despite systematic, structured, and evidence-based development and implementation, the 
community-based intervention targeting all older adults had limited effects. In the short 
and medium term, we found only a small improvement in transport-related physical activity 
compared to no intervention. We will discuss three possible explanations.  
First, some relevant determinants or strategies (e.g., social support) may not have 
been sufficiently included in the developmental process to achieve behavioural change in 
this specific target population. Possibly more attention to individual support by 
professionals, e.g., general practitioners, could have increased effects.2 A general 
practitioner may reach a considerable number of people, as most of them visit him yearly. 
Follow-up consultations with trained professionals seem to have an added value, as findings 
show increased effectiveness to be associated with higher contact frequency.3,4 In 
consultations, a stronger focus on individual barriers to behavioural change, targeted 
information and behavioural strategies like goal-setting, would be helpful in changing and 
sustaining behaviour.2,4,5 
Second, the implementation of social and physical environmental aspects in the 
intervention may have been insufficient to bring about behavioural change in older adults, 
thereby reducing the contrast between the intervention and control groups. Creating a 




supportive environment, i.e., changing social norms, increasing social support by peers, and 
providing a supportive infrastructure and suitable facilities, is a time-consuming long-term 
process, but essential for maintaining long-term health-related behaviour.3,4,6 We presume 
that the impact of changes in the social and physical environment caused by the present 
intervention were limited because of a short time-frame.  
Third, the intensity and duration of the intervening period may have been 
insufficient to demonstrate major effects. Research has shown that because the risk of 
relapse is quite high in interventions of short duration, interventions focused on behavioural 
change must be offered over a long period.7 The intervention might have been more 
effective if its high-intensity period had been extended to more than one year.  
The above-mentioned explanations for the limited effects of the community-based 
intervention are related partly to means and possibilities, like human and financial 
resources. It is often a problem for local stakeholders to provide sufficient financial means 
for preventive interventions.   
 
A combined intervention is more effective than a single intervention in home healthcare  
When combining interventions – a home healthcare intervention with a community-based 
intervention – to target vulnerable older adults, we found significant short-term effects for 
total and transport-related physical activity compared to a single home healthcare 
intervention. The results demonstrated that intervening at different levels and applying a 
wider range of components and strategies, is more effective than a single intervention. 
These findings are in line with previous research.3,4 Taking into account the characteristics 
of this specific vulnerable population, a multi-component approach targeting different 
levels seemed to have an added value.  
On the other hand, these significant short-term effects of the combined 
intervention faded out in the medium term. This fading out of effects (for home healthcare 
clients) cannot be fully explained by the decrease in intensity of the community intervention 
after the first follow-up. For instance, the single community-based intervention (in the 
general population) did show sustained effects in the medium term. However, medium-
term effectiveness of the community intervention on physical activity in the general 
population could not be detected in the home healthcare client population; this suggests 
that the populations essentially differ when it comes to behavioural change. Indeed, home 
healthcare clients have relatively more health problems than do the general older adult 
population. Possibly the intensity and duration were not sufficient to maintain the obtained 
results for this specific target population. We assume that the intervention would have been 
more effective if its high-intensity period, especially with individual support by home 
healthcare professionals, had been extended, as behavioural change in populations takes 
time.  
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Promising approach 
Community-based interventions targeting older adults in socioeconomically disadvantaged 
communities are scarce. Although the short- and medium-term effects of the community-
based intervention were minor, this approach can nevertheless be regarded as promising 
in reaching and having impact on older adults in Eastern Groningen. It is promising in four 
ways. First, given the intervention’s limited duration, the study demonstrated that it had a 
relatively high reach of older adults with low SES. These results are in line with previous 
community-based interventions in non-disadvantaged communities.8,9 Second, the 
exposure of low SES older adults to the media campaign of the intervention was equal to 
that of those with a higher SES, which is often hard to realise. Third, the complementary 
moderator analyses demonstrated that the intervention was more effective for older adults 
most in need of more physical activity and healthy eating. These findings suggest that the 
approach of this project is promising in reaching and influencing our target population. 
Fourth, though the intervention demonstrated only minor effects, when risk is widely 
distributed in a population, small changes in behaviour across the whole population are 
likely to yield greater improvements than large changes in a small number of people. Thus 
the limited improvements in physical activity reported in this community-based 
intervention might translate into rather larger population benefits.10 
 
Potential core components for success 
We suggest that five core components may have contributed to the success of reaching and 
having impact on older adults in a socioeconomically disadvantaged community, even 
though it is hard to determine which components contribute specifically to intervention 
effectiveness. These potential components are: the multi component approach, attention 
to the social environment, use of a structured framework, tailoring of content and channel, 
and co-creation with the community.    
The first core component that may have contributed is the combination of multiple 
components, strategies, and determinants aimed at supporting the individual, and at 
creating a supportive environment. Combinations of different actions are likely to be 
needed in different settings to reach and target the aimed population.6 Such an approach 
can influence the target population at different levels, which appears to be more effective 
in changing health-related behaviour.3 Moreover, multi-component interventions are 
essential to promote long-term changes in health-related behaviour.11 
  Second, the attention paid to the social environment could have been a main 
contributor; intervention effectiveness increases by engaging social support.3 In 
disadvantaged communities, the effect of interventions to alter sociocultural 
environmental aspects is likely to be greater than the effect of individual approaches.12 To 
maintain long-term behavioural change, environmental changes like engaging social 




support and formation of social networks to encourage health-related behaviour are 
essential.3,6 
The third component that may have contributed is the use of a structured 
framework to identify theoretically well-founded methods, techniques, and strategies for 
behavioural change. A theoretically underpinned framework seems to increase intervention 
effectiveness among adults with health risks and those in socioeconomically disadvantaged 
communities.3,6 The structured framework of Intervention Mapping (or a similar 
intervention-design procedure) was of great value in determining the most appropriate 
methods and strategies to change behaviour in this specific population.3 Its use effectively 
linked the change objectives and the applied methods with corresponding strategies.  
Fourth, tailoring of the intervention may have been another core contributor to its 
reach and effectiveness.4 First, the content of the campaign was tailored to the needs of the 
target population.13 The messages and materials in the campaign were culturally adapted, 
which may have contributed to the intervention’s effectiveness.14 However, such tailoring 
can be applied only to a limited number of factors; in a heterogeneous population not all 
variations can be taken into account. Interventions to stimulate adequate health-related 
behaviour may not be equally effective across all subgroups: one intervention strategy, or 
even a segmented strategy, may not cover the diverse needs of all subgroups and 
individuals.15 Better tailoring depends on more specified information of group and 
individual variables related to behavioural change. The data from chapter 2 illustrate that 
even in clearly defined subgroups of low and higher SES we found only a few relevant 
differences in health behaviour-related variables that might be used to tailor interventions 
to SES. Another manner of tailoring is possible with the use of internet technology. Online 
tools are available to create messages based on the characteristics and needs of those in 
the target population. However, although internet messages are less costly than traditional 
print or phone messages, this approach will inevitably exclude certain important population 
groups.14 As not all older adults are online, the use of online tools should supplement offline 
tools. The second way of tailoring was expressed in the local orientation of the campaign 
channels. The relatively high level of exposure to the present media campaign suggests that 
the selected locally-oriented media channels were appropriate for reaching the target 
population. Because of the study design, which included a control group in an adjacent area, 
we could use only locally-oriented, and not regional, media channels. It is plausible that the 
reach of and impact on the target population could be increased by the inclusion of 
regionally oriented channels. When choosing these channels, it is essential that they are 
used by a large part of the target population.  
Fifth, the co-creation with the community could be a last core contributor to our 
success in reaching and influencing our target population. Collaboration with local 
community organisations and professionals familiar with the health problems in the region, 
and co-creation with the target population during development and implementation were 
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important for establishing an appropriate, culturally adapted intervention and creating a 
social basis.16,17 Such a strategy may also provide those involved with valuable experience 
for their future activities.18 However, co-creation as a form of participation is not easy to 
realise, especially not among disadvantaged people, who are strongly occupied with daily 
worries and often lack the confidence and skills to influence their own health.19 It is 
therefore important to choose strategies of co-creation or participation which especially 
engage people with low SES.  
 
Academic Collaborative Centre for Home Healthcare 
An Academic collaborative centre, such as the one for Home Healthcare (AWT), consists 
mainly of two parts: the collaboration infrastructure and the activities making use of that 
infrastructure, i.e., the contents which are usually organised as projects, in this case the 
development and evaluation of a combined home healthcare and community-based 
intervention. The collaboration infrastructure was important, as it brought together the 
fields of research and practice within home healthcare, and was therefore vital for the 
development and implementation of the present studies.  
Regarding the contents, the limited effectiveness of the interventions may be 
because it is hard to improve health-related behaviour in this target population. On the 
other hand, the collaboration between researchers and practice did indeed contribute to 
the effectiveness of health promotion. An active continuation of and investment in the AWT 
may contribute to more sustainable effects. Furthermore, the collaboration also resulted in 
the national Agenda of Knowledge Prevention and Care at Home (in Dutch: Kennisagenda 
Preventie en Zorg Thuis), a report written together with two other AWTs in the Netherlands, 
and based on elaborate qualitative research on the types of knowledge needed for home 
healthcare.  
In the AWT, the researchers, belonging to both academia and the home healthcare 
organisation, were able to have closer links to home healthcare. In addition, they carried 
out regular consultations at different levels with stakeholders from academia and practice. 
These factors may have contributed to the effect of the collaboration on the project. 
However, as the healthcare partner Zorggroep Meander has recently been under pressure 
by a major transition of the Law of Public Support (in Dutch: Wet Maatschappelijke 
Ondersteuning (WMO)), its collaboration may now be limited. This points to the need for 









Methodological considerations  
 
In this section, we discuss methodological issues regarding the study sample, the quality of 
the measurements, and the interpretation of effects. 
 
Study sample 
The response rates of those invited to join the preparatory study and the effectiveness study 
were about 42%, despite the careful composition of the questionnaire, the use of 
reminders, and the availability of assistance in filling out the questionnaires. These low rates 
suggest that the participants providing the data are a selection from the general population. 
It is not known whether the selection was related to any of the variables under study but 
this cannot be ruled out. Once participants had volunteered for the effectiveness study, 
retention rates at both follow-ups were high (88% for both effect measurements). Although 
in effectiveness studies retention rates are more important than baseline response rates, 
for future studies more effort could be made to improve response rates. A first option could 
be to make the questionnaire more comprehensible and easier to fill out. However, due to 
limited (health) literacy or physical or mental disabilities, not every older adult can readily 
fill out a questionnaire. A second possibility could be to visit older adults at home and fill 
out the questionnaires together. This personal but highly intensive approach has been 
proven successful in reaching older adults.20  
 
Quality of the measurements 
In the preparatory as well as in the effectiveness studies, we used self-report questionnaires 
instead of objective measurements of health-related behaviour. This may have caused 
social desirability effects, which increase the risk of over-reporting of a person’s own health-
related behaviour. We assume that the fruit and vegetable intakes were somewhat 
overestimated by the participants, as national figures concerning these intakes 
demonstrate lower amounts.21 
We measured physical activity using the Short QUestionnaire to ASsess Health-
enhancing physical activity (SQUASH). Although this questionnaire is valid for measuring the 
physical activity of adults, it may be less adequate for obtaining data from people with very 
low levels of physical activity, like vulnerable older adults. Technical solutions are currently 
available and might also be appropriate for these people. In addition to this measurement 
issue, it was not possible to measure all of our change objectives, i.e. activities of daily living 
(ADL) and use of facilities for physical activity and healthy eating, in a reliable and valid way. 
Therefore, we only used valid questionnaires to assess total and subtypes of physical activity 
and consumption of fruit and vegetables.  
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Causal inferences and possible contamination 
The preparatory study used a cross-sectional design, which limited the potential for 
inferences on causality. However, the I-Change model used provides a theoretical 
background against which relations among variables become meaningful.  
In the effectiveness study, we used a controlled pre- and post-test quasi-
experimental design with a control group, based on geographical areas in Eastern 
Groningen. A randomised controlled trial provides more certainty about the comparability 
of participants in both conditions. However, of the 8 variables used to check the 
comparability of the intervention and control conditions in the quasi-experimental design, 
only 1 differed significantly. Moreover, the quasi-experimental design was the best possible 
design for this study, because we could not randomise the older adults to the two conditions 
as the campaign was executed only in a certain region. The alternative approach, 
randomisation within a region, would have made contamination more likely.  
Contamination may still exist, however, as the regions are close to each other. 
Demonstrable effects may have been lost due to contamination and to co-occurring 





In this section we describe the implications for practice and policy, further research, and 
the AWT.  
 
Implications for practice and policy 
Although short- and medium-term effects were minor, the community-based intervention 
can be considered as a promising example of a theoretically well-founded multi-component 
intervention to reach and influence older adults in Eastern Groningen. We therefore 
recommend long-term implementation and evaluation of this intervention, i.e., more than 
one year. For vulnerable older adults receiving home healthcare, the combined home 
healthcare and community-based intervention appeared to be more effective in changing 
health-related behaviour than a single home healthcare intervention. This result supports 
further implementation and evaluation of the combined approach.  
Our finding of significant effects of the combined intervention implies inviting local 
organisations, including the home healthcare organisation, to further integrate (preventive) 
activities into their daily work. Ideally, all professionals should be involved and trained to 
follow an unambiguous policy in this field. This includes a prolonged focus on health-related 
behaviour and prevention within the home healthcare organisation itself. Aware of their 
roles as examples in health-related behaviour, this organisation and its professionals could 
more effectively promote physical activity and healthy eating among their clients. 




The limited behavioural effects of our study are related partly to limited human 
and financial resources. Financial support for implementing interventions is the basis for 
any actions and indicates the degree of organisational commitment.6,22 Most new forms of 
prevention are initially paid from projects, in this case from ZonMw. However, this financing 
stops at a certain moment.23 For sustainable prevention, financing should be structural; this 
appears to be hard to realise.24 Offering prevention depends on the availability of finances 
for these activities.25 Organisations found it difficult to release structural financial resources 
to sustain the intervention in this study. Health insurers could be stakeholders in more 
structural financing of preventive activities. Furthermore, although new funds are ideal, one 
should also consider mobilisation or reallocation of existing funds.6 Another suggestion 
might be to introduce a ‘prevention fund’, allocating a certain percentage of the cure budget 
for preventive activities.26 A last possibility for structural financing could involve a more 
explicit connection between health (including prevention) and care, thus embedding 
prevention in daily healthcare practice.27 
Structural financing should be considered a serious option, given the continued 
existence of socioeconomic health differences. This is a complex problem, requiring a 
multidimensional approach in interventions, policy, and financial investments. To reduce 
these differences, eventually all underlying causes should be dealt with,28 not focusing only 
on improving health-related behaviour among people in socioeconomic disadvantaged 
communities. To tackle these differences structurally, it is also essential to aim at improving 
physical circumstances, increasing educational level, and creating jobs in the region; all of 
these are essential to diminish the gap.  
 
Implications for further research 
In the cross-sectional preparatory study we found several types of variables associated with 
health-related behaviours among older adults in a socioeconomically disadvantaged 
community. Some variables may be indicators, and others causes, of health-related 
behaviours. This essential distinction should be studied in more detail. Furthermore, our 
results on socioeconomic differences in the associations were somewhat unsatisfactory. 
New theoretical angles on these differences are needed. 
The minor effects of the community-based intervention and the fading out of the 
effects of the combined intervention indicate the need for further study.  Research should 
examine the effects of alternative, long-term approaches aimed at changing social and 
cultural mores if one is to achieve sustainable effects. One possibility might be a prolonged 
high-intensive period, of one year or longer. Another suggestion is a temporary high-
intensive period followed by booster interventions; booster interventions carried out by 
phone, mail or internet can help to increase long-term effectiveness.14 Finally, universal 
prevention, as in this study, could be combined with selected prevention for at-risk older 
adults to achieve sustainable effects. All these alternatives can be supplemented by extra 
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focus by peers and healthcare professionals on improving social support. This would help 
to overcome perceived barriers and reinforce the improvement or maintenance of health-
related behaviour. In the home healthcare setting, professionals could take this role, as they 
usually visit older adults over a longer period. More insight is needed into the long-term 
effects of a multi-component approach to health-related behaviours, and its effects on 
actual health, participation, quality of life, and eventually reduction of socioeconomic 
health differences. 
As data on health-related behaviours were collected by self-report questionnaires, 
this may have led to more measurement error than with objective measures. Future 
research might test innovative approaches like e-health to more objectively measure 
detailed physical activity for this specific population of older adults. ICT-innovations could 
also be used to enrich face-to-face contact between professional and client.29 These new 
applications could enhance the value of the current community-based approach; in the 
present project we observed a greater effect on behavioural change by the combined home 
healthcare and community-based intervention, including face-to-face contact with home 
healthcare professionals. 
The perspective on people as used in this project is related to the new societal 
definition of health as: people’s ability to adapt and self-manage in response to the physical, 
emotional, and social challenges in life.30 People are being encouraged to take more 
responsibility for their own health, and stimulated to make their own informed choices 
where possible. Offers of prevention should include more attention to the preferences of 
citizens. Taking these preferences and expectations as a starting point could lead to more 
personalised prevention, directed at personal or environmental barriers to behavioural 
change.29 However, not everyone is able to focus on (greater) self-management, particularly 
not vulnerable groups like older adults, those with low SES, and those with limited health 
literacy. These groups could benefit from more tailored support,31 a relevant issue for 
further research. 
 
Implications for the AWT 
This was the first project of the AWT Eastern Groningen, in which academia as well as care 
institutions cooperated to reach a common goal. Our study demonstrates that prevention 
in a vulnerable target population requires a structural approach, as the acquired effects 
faded out after a period of low-intensity intervention. We therefore recommend continuing 
this collaboration in order to achieve sustainable effects in health-related behaviours of 
home healthcare clients, but also to increase evidence-based practice by home healthcare 
professionals.  
The AWT made the present project possible, thereby contributing to the 
intervention effects. This illustrates that collaboration with relevant stakeholders is 
essential when dealing with population health issues.6 Collaboration can help professionals 




to deliver the most effective care in daily practice, but also to do research in a complex 
social reality. Creative research protocols are also needed, suitable for daily practice in 
home healthcare. Research into home healthcare practice is also of value for training future 
professionals: to work in an ‘academic practice’ they must be open to cooperation and new 
knowledge and insights. Due to ongoing social and societal developments, home healthcare 
will have to adapt continuously to changed environments and question the effectiveness of 
its practice. To face the upcoming changes in home healthcare, its professionals must adopt 
a more flexible and lifelong learning attitude. It is therefore essential for home healthcare 
organisations to make greater knowledge of practice and policy a priority. 
This study has taken a first step towards intersectoral cooperation between 
organisations with their own cultures and interests. A strong infrastructure: a network of 
relevant stakeholders (e.g., local government, public health organisations, private sector 
organisations, non-governmental agencies, sports associations, local community groups), 
and effective collaboration, is necessary for effective implementation of interventions. 
Networking and building of partnerships require shared values, mutual respect and skillful 
articulation of arguments among stakeholders,6 but also time, finances, and an adequate 
work force.32,33 This cooperation can also be supported by intersectoral policy among the 
stakeholders.34 Challenges at the organisational level include differences in cultural identity 
and levels of trust between the collaborating organisations. Respect for the mutual interests 
of the organisations is essential.  
Finally, a long-term vision for prevention is needed, embedded in the practice and 
policy of the stakeholders. An appropriate infrastructure of knowledge and evidence is an 
important condition for successful prevention.29 This will eventually improve evidence-





The present study is one of the few community-based approaches aimed at promoting 
health-related behaviour among older adults in a socioeconomically disadvantaged 
community in the Netherlands. Changing health-related behaviour may contribute to 
improved health, prolonged active participation in social life, higher life expectancy, better 
quality of life, and ultimately to reduction of socioeconomic health differences. Using the 
framework of Intervention Mapping, we realised a systematic, structured, and evidence-
based development and implementation, aimed at intervening on different levels: 
supporting the individual and creating a supportive environment. Although only minor 
short- and medium-term effects were demonstrated, the developed community-based 
intervention can be considered promising. It is a theoretically well-founded multi-
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component intervention to reach and influence older adults in Eastern Groningen. For 
vulnerable independent-living older adults, a combined home healthcare and community-
based intervention appears to be most effective in changing health-related behaviour. 
Findings support further implementation of community-based interventions for older 
adults, and combined long-term home healthcare and community-based interventions for 
home healthcare clients within an AWT.  
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